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106this task. In the same issue of the Journal, Drs. Patrick
T. O’Gara and William J. Oetgen, writing as leaders of
the American College of Cardiology (ACC), published
a statement on behalf of the ACC Executive Com-
mittee and Board of Trustees in which they addressed
the concerns held by many ACC members regarding
the American Board of Internal Medicine’s new
Maintenance of Certiﬁcation requirements (2). Such
concerns center on the ﬁnancial and time burden
imposed by the new requirements and question the
validity and utility of its demands.
I found the juxtaposition of these two papers to be
both serendipitous and insightful. They are reﬂective
of two trends that should be disturbing to the physi-
cian community. The ﬁrst trend is that the practice of
medicine is being ceded to nonphysician providers
either by choice (as in the proposal by Drew et al. [1])
or by the design of allied health professionals. There
are many clashes regarding scope of practice within
the various medical specialties. The ﬁeld of anesthe-
siology has been engaged in such activity for years,
with certiﬁed registered nurse anesthetists (CRNAs)
who desire to practice independent of physician
collaboration. Lest the majority of members of the
ACC believe this to not be a concern of theirs, I call
your attention to a policy statement from the South
Carolina Nursing Board in 2012 that a CRNA may
insert a transesophageal echocardiogram probe in
the operating room to acquire and interpret echo-
cardiographic images for surgical decision making
(memorandum from Saiza Elayda, Senior Specialist,
State Advocacy & Grassroots to ACC Advocacy Steer-
ing Committee; FTC Advocacy at the State Level;
June 1, 2012).
The second trend is that the various medical board
and certiﬁcation organizations, such as the American
Board of Internal Medicine, are increasing the com-
plexity, burden, and cost of achieving and main-
taining certiﬁcation; this is in contrast to
nonphysician provider advocates, who are simulta-
neously lowering the bar to their own ability to
mirror the practice of medicine by physicians.
Consider the attempt of the South Carolina Nursing
Board to simply declare the competency of CRNAs to
perform transesophageal echocardiography versus
the demanding standards of transesophageal echo-
cardiography certiﬁcation for physicians by the Na-
tional Board of Echocardiography.
There is certainly a role for allied health pro-
fessionals in the medical ﬁeld, and the collaborative
relationship with physicians is productive in proper
context. However, physicians must be mindful of
the not insigniﬁcant efforts to create an impression of
equivalency between physicians and nonphysicianhealth care professionals. It does not serve the in-
terests of the medical profession or the well-being of
our patients for this distinction to be eroded.*Kenneth Stone, MD
*Department of Anesthesiology
Bridgeport Hospital
267 Grant Street
Bridgeport, Connecticut 06610
E-mail: pkston@bpthosp.org
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(and Other Physician
Extenders) Are Not an
Appropriate Replacement
for Expert Physician
Electrocardiogram Readers
in Routine Clinical PracticeI read with great interest the letter from Drew et al. (1)
on ﬁnding electrocardiogram (ECG) readers in clinical
practice. I agree that there appears to be a dearth of
expert ECG interpreters in community hospitals,
where clinical cardiologists or electrophysiologists
may not always be readily available for quick ECG
interpretations, but I beg to differ that “nurse prac-
titioners specializing in cardiology” are the answer to
this problem.
Historically, ECG interpretation has been a funda-
mental part of clinical cardiology training as well as
an important part of general medicine training.
However, the current (over)reliance on emerging
diagnostic techniques and disappearance of quality
bedside physical examination skills during the
formative years of training means a gradual demise of
traditional skills such as ECG interpretation. The dif-
ﬁculty of mastering ECG interpretation is evident
from various clinical studies (2) as well as anecdotal
accounts. When I asked a group of 35 licensed phy-
sicians about their ECG interpretation skills, although
the majority (66%) self-reported that their skill level
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107was average (23% [8 of 35]), probably better than
average (23% [8 of 35]), great (14% [5 of 35]; these
were cardiologists), or excellent (6% [2 of 35]; these
were electrophysiologists), a signiﬁcant proportion
(34%) said their skill level was inadequate. The
American College of Cardiology Foundation Training
Statement by Myerburg et al. (3) recommends the
minimal cardiac and medical knowledge base
requirement for adequate ECG interpretation and
says that the experience of all trainees should include
clinical correlation in settings such as critical care as
well as ambulatory and device clinics to gain
adequate expertize in reading ECGs. Higher pro-
cedural volume leads to improved patient outcomes;
although this relationship might be more complicated
to assess for cognitive skills such as ECG interpreta-
tion, it is reasonable to believe that it might be
applicable for analytical skills as well. A recent study
(4) assessing the competency of graduating physician
assistants in ECG interpretation showed 50.7% accu-
racy on the 22-item ECG examination (including 68%
accuracy on the 6 critical ECG subsets); this is in
general similar to the level of competence of gradu-
ating medical students and internal medicine interns
but lower than that of graduating internal medicine
residents (5).
The essence of being a formal ECG reader in
clinical practice is being able to over-read, edit, and
ﬁnalize an automated algorithm and integrate this
with the clinical problem. This requires a thorough
understanding and implementation of the ECG
guidelines. Although all physicians and medical
practitioners are expected to know the basics of
ECG, the onus for conﬁrming a speciﬁc ECG should
fall on the person who is the most trained to do so.
This is not a matter of economics or rational utili-
zation of medical resources, but rather a matter of
patient safety.*Sumit Som, MD
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New York, New York 10003
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Learn Med 2014;26:279–84.REPLY: Nurse Practitioners
(and Other Physician Extenders) Are Not
an Appropriate Replacement for Expert
Physician Electrocardiogram Readers in
Routine Clinical PracticeWe thank Drs. Stone and Som for their thoughtful
comments on our letter (1), in which we recom-
mended that training and certifying a cadre of nurse
practitioners (NPs) to interpret electrocardiograms
(ECGs) may be an important solution to a serious
ongoing problem. The goals they ascribe to are iden-
tical to our message: provision of the very best car-
diologic care for our patients.
In response to Dr. Stone’s comments, we ack-
nowledge the difﬁcult history that anesthesiologists
and nurse anesthetists have shared over scope of
practice issues, but we believe that the parallels are
weak between the autonomy sought by nurse anes-
thetists and the limited expansion of responsibility
for cardiovascular NPs to interpret ECGs. Nurse anes-
thetists have practiced for more than a century, in-
itially with the strong encouragement and support of
surgeons.Dr. AlfredBlalock, one of themost inﬂuential
surgeons in the 20th century and one of the ﬁrst to
operate on the heart, preferred nurse anesthetists to
physician anesthesiologists, and he performed all of
his operationswith anurse performing those duties (2).
Although The Johns Hopkins Hospital had a depart-
ment of anesthesiology fully staffed with physician
anesthesiologists, Dr. Blalock purposely chose nurses.
Dr. Som’s observations that there is a “dearth
of expert ECG interpreters,” “a gradual demise of
traditional skills such as ECG interpretation,” and
“a signiﬁcant proportion [of physicians] (44%)
who said their [ECG] skill level was inadequate” only
serves to reinforce the points we made in our letter.
Dr. Som agrees that there is a problem “in
community hospitals, where clinical cardiologists
or electrophysiologists may not always be readily
available for quick ECG interpretations.” However, at
university hospitals, there is also no guarantee that
ECGs are interpreted by cardiologists. ECGs acquired
in the emergency department are often interpreted by
emergency physicians who have minimal training in
